about our study of age-specific breast cancer mortality trends, where we reported that the greatest breast cancer relative mortality reduction (RMR) was in women aged in their 40s who are not invited for screening (44%), as compared with the RMR in women aged 60 to 69 years (19%), who are invited for screening (3). Although they did not take account of treatment in their study (1) , they stated that the greater decline in mortality for younger women in our study (3) could have been due to "age differences in treatment access and efficacy" (1) . We agree that the improved mortality in young women is likely due to treatment, but we suggest that the impact of treatment does stop at age of 50 years. The most recent findings of the Early Breast Cancer Trialists Collaborative Group are that modern chemotherapy reduces breast cancer mortality on average by one third, independent of age, nodal status, tumor characteristics, or use of tamoxifen (4) , and that in women with hormone receptor-positive disease, tamoxifen also reduces breast cancer mortality by one third (5) .
Even if screening is responsible for a modest contribution to the recent breast cancer mortality decline in Australia, there is a responsibility to weigh the balance of any benefit of screening against the harm of overdiagnosis and unnecessary treatment. Nickson and colleagues did not measure harms and so could not address this balance. 
